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BENEFITS CO-PAY CO-PAY CO-PAY
(per plan year) PLAN A* PLAN B* PLAN C*

OUT-OF-POCKET MAXIMUM

5% of family’s annual gross
income**

5% of family’s annual gross
income**

5% of family’s annual gross
income**

$10 non-emergency

PREMIUM S0 $30/family/quarter $60/family/quarter
PRE-EXISTING CONDITION | No waiting period No waiting period No waiting period
DEDUCTIBLE None $36/family $500/person; $1,500/family
WELL-CHILD EXAMS S0 S0 S0

IMMUNIZATIONS S0 S0 S0

DOCTORVISITS S3 $5 $20

SPECIALISTVISITS $3 S5 $30

EMERGENCY ROOM S3 $5 $100

$200 non-participating hospital

SERVICES

AMBULANCE 5% of total 5% after deductible 20% after deductible
URGENT CARE CENTER $3 S5 $30
AMBULATORY SURGICAL & |$3 5% after deductible 20% after deductible
OUTPATIENT HOSPITAL

INPATIENT HOSPITAL $50 $150 after deductible 20% after deductible

LAB AND X-RAY

S0 for x-ray/lab tests
under $350; $3 for x-ray/lab
tests over $350

S0 for x-ray/lab tests under
$350; 5% after deductible
for x-ray/lab over $350

S0 for x-ray/lab test under
$350; 20% after deductible for
x-ray/lab over $350

SURGEON

S0

5% of total

20% of total

ANESTHESIOLOGIST

S0

5% of total

20% of total

PRESCRIPTIONS

- Preferred Generic Drugs

- Preferred Brand Name Drugs
- Non-Preferred Drugs

GENERIC- $1 for drug under
$50; $3 for drug over $50
BRAND NAME- $1 for drug
under $50; $3 for drug over
$50

NON-PREFERRED- 5% of total

GENERIC- $5
BRAND NAME- 5% of total
NON-PREFERRED- 5% of total

GENERIC- $10
BRAND NAME- 25% of total
NON-PREFERRED- 50% of total

- Outpatient Visit

- $3 (25 visit limit)

(10 day limit)
- 5% after deductible
(25 visit limit)

DENTAL

- Exams, Fluoride, etc. - S0 -$0 -$0

- Selected Fillings, Crowns, etc. | - $3 -$5 - 20% of total
MENTAL HEALTH

- Inpatient Hospital - $50 (10 day limit) - $150 after deductible - 50% after deductible

(10 day limit)
- 50% after deductible
(25 visit limit)

PHYSICAL THERAPY

$3 (20 visit limit)

$5 (20 visit limit)

$20 (20 visit limit)

CHIROPRACTICVISITS

Not a covered benefit

Not a covered benefit

Not a covered benefit

HOME HEALTH AND
HOSPICE CARE

$3

5% after deductible

20% after deductible

MEDICAL EQUIPMENT & S3 5% after deductible 20% after deductible
MEDICAL SUPPLIES

DIABETES EDUCATION S0 S0 S0

VISION SCREENING $3 (limit 1) $5 (limit 1) $20 (limit 1)
HEARING SCREENING $3 (limit 1) $5 (limit 1) $20 (limit 1)

* Co-pay plans are based on your income. American Indian/Alaska Natives will not be charged co-payments, premiums, or a deductible.
** CHIP will send you an approval letter, telling you the out-of-pocket maximum amount for your family.
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BENEFICIOS CO-PAGOS DE CO-PAGOS DE CO-PAGOS DE
(por aio) PLAN A* PLAN B* PLAN C*
Maximo de su bolsillo 5% del sueldo anual por 5% del sueldo anual por 5% del sueldo anual por
familia** familia** familia**

Cuota/tarifa

$0.00

$30.00 por familia/cada tres
meses

$60.00 por familia/cada tres
meses

Condicion previamente

No periodo de espera

No periodo de espera

No periodo de espera

$10.00 no-emergencia

existente

Deducible No $36.00 por familia $500.00 por persona/$1,500.00
por familia

Examenes para nifios sanos $0.00 $0.00 $0.00

Vacunas $0.00 $0.00 $0.00

Visitas al doctor $3.00 $5.00 $20.00

Visitas al especialistas $3.00 $5.00 $30.00

Visitas a la sala de emergencia $3.00 $5.00 $100.00

$200.00 hospital no participante

Ambulancia

5% del monto total

5% después de deducible

20% después de deducible

de Hospital

deducible

Centro de cuidado urgente $3.00 $5.00 $30.00

Servicio de cirugia ambulatorio y | $3.00 5% después de deducible 20% después de deducible
servicios a pacientes no

internados

Servicios de Internal Pacientes $50.00 $150.00 después de 20% después de deducible

Servicios de Rayos-x
y laboratorio

$0.00 por servicios (menos de
$350.00); $3.00 por servicios
(mas de $350.00)

$0.00 por servicios (menos
de $350.00); 5% después de
deducible (mas de $350.00)

$0.00 por servicios (menos de
$350.00); 20% después de
deducible (mas de $350.00)

Cirujano

$0.00

5% del monto total

20% del monto total

Anestesista

$0.00

5% del monto total

20% del monto total

Recetas médicas
- Genéricos

- De marca

- No-PDL

GENERICOS- $1.00 (menos de
$50.00); $3.00 (mas de $50.00)
DE MARCA- $1.00 (menos de
$50.00); $3.00 (mas de $50.00)
NO-PDL- 5% del monto total

GENERICOS- $5.00
DE MARCA- 5% del monto total
NO-PDL- 5% del monto total

GENERICOS- $10.00
DE MARCA- 25% del monto total
NO-PDL- 50% del monto total

Servicios dentales
- Examenes, fluoruro, etc.
- Empastes, coronas, etc.

- $0.00
- $3.00

- $0.00
- $5.00

- $0.00
- 20% del monto total

Salud mental
- Pacientes internados
- Pacientes no internados

- $50.00 (10 dias limite)
- $3.00 (25 visitas limite)

- $150.00 después de
deducible (10 dias limite)

- 5% después de deducible (25
visitas limite)

- 50% después de deducible
(10 dias limite)

- 50% después de deducible
(25 visitas limite)

Terapia fisica

$3.00 (20 visitas limite)

$5.00 (20 visitas limite)

$25.00 (20 visitas limite)

Servicios de quiropractica

No estan cubiertos

No estan cubiertos

No estan cubiertos

Cuidado a domicilio y hospicio $3.00 5% después de deducible 20% después de deducible
Equipo medico y provisiones $3.00 5% después de deducible 20% después de deducible
Educacién de diabetes $0.00 $0.00 $0.00

Examen visual

$3.00 (1 visita limite)

$5.00 (1 visita limite)

$20.00 (1 visita limite)

Examen auditivo

$3.00 (1 visita limite)

$5.00 (1 visita limite)

$20.00 (1 visita limite)

* Planes que incluyen co-pagos son basados en el ingreso anual de la familia. Indios Americanos/ Nativos de Alaska no se les cobrara co-pagos, cuota/tarifa o deducible.

** CHIP le enviara una carta de aprobacién donde se le informara sobre el maximo de los gastos de bolsillo para su familia.




